Foreign-body granulomas and abscesses caused by dropped gallstones after cholecystectomy : Four cases diagnosed with multimodality imaging. by SATO Shigetaka et al.
Foreign-body granulomas and abscesses caused
by dropped gallstones after cholecystectomy :
Four cases diagnosed with multimodality
imaging.
著者 SATO Shigetaka, INOUE Akitoshi, OHTA Shinichi,
FURUKAWA Akira, MIYAGAWA Yoshihiro, WAKAMIYA











This is an open access article under the CC BY-NC-ND license. 
(http://creativecommons.org/licenses/by-nc-nd/4.0/)
R a d i o l o g y  C a s e  R e p o r t s  1 5  ( 2 0 2 0 )  1 4 8 0 – 1 4 8 4  
Available online at www.sciencedirect.com 
journal homepage: www.elsevier.com/locate/radcr 
Case report 
Foreign-body granulomas and abscesses caused by 
dropped gallstones after cholecystectomy: Four 
cases diagnosed with multimodality imaging ✩ , ✩✩ 
Shigetaka Sato, MD a , Akitoshi Inoue, MD, PhD a , ∗, Shinichi Ota, MD, PhD a , 
Akira Furukawa, MD, PhD b , Yoshihiro Miyagawa, MD c , Makoto Wakamiya, MD, PhD c , 
Tomohiro Hirose, MD, PhD d , Kenji Furuichi, MD, PhD d , Yoshiyuki Watanabe, MD, PhD a 
a Department of Radiology, Shiga University of Medical Science, Seta, Tsukinowa-cho, Otsu-city, Shiga, 520-2192, 
Japan 
b Department of Radiological Science, Tokyo Metropolitan University, 7-2-1, Higashioku, Arakawa-ku, Tokyo, 
116-8551, Japan 
c Department of Radiology, Nagahama City Hospital, 313, Oinui-cho, Nagahama-city, Shiga, 526-8580, Japan 
d Department of Radiology, SaiseikaiNoe Hospital, 1-3-25, Furuichi, Joto-ku, Osaka-city, Osaka, 536-0001, Japan 
a r t i c l e i n f o 
Article history: 
Received 17 April 2020 
Revised 20 May 2020 






a b s t r a c t 
Four cases (age range, 60-78 years, male:female = 1:3) who had undergone cholecystectomy 
presented with fever (n = 1), right abdominal pain with fever (n = 1), appetite loss with fever 
(n = 1), and absence of symptoms (n = 1). Computed tomography (CT) showed an irregular- 
shaped invasive mass or fluid collection in the right Morrison’s pouch, right paracolic gutter, 
gallbladder fossa, subphrenic space, or abdominal wall. CT and ultrasound revealed gall- 
stones in the granuloma in 3 cases and an abscess in one case. The inflammatory process 
induced by dropped gallstones may mimic peritoneal malignancies. Awareness of chole- 
cystectomy and the detection of gallstones in the lesion are essential for the diagnosis of 
dropped gallstones. 
© 2020 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 
This is an open access article under the CC BY-NC-ND license. 











Gallstones are a common digestive disorder, with a preva-
lence of approximately 10%-20% in North America and Eu-
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Fig. 1 – A 67-year-old woman with dropped gallstones (case 1). Numerous gallstones were seen on noncontrast CT before 
laparoscopic cholecystectomy (a: arrow). An irregular-shaped soft-tissue mass containing punctate calcifications was 
observed in the right Morrison’s pouch on noncontrast CT (b: arrow). The mass invaded into the liver parenchyma and 
abdominal wall. The other irregular-shaped soft-tissue mass with nodular calcification was seen in the right paracolic 
gutter on noncontrast CT (c: arrow). The nodular calcification (c: arrow) was similar to the gallstones on CT before 
laparoscopic cholecystectomy (a: arrow). The tracer accumulated in the right Morrison’s pouch lesion (SUVmax; 9.3) (d: 
arrow) and right paracolic gutter lesion (SUVmax; 8.0) (e: arrow) 120 minutes after intravenous administration of the tracer 












































cholecystitis associated with high-grade inflammation [2] .
Dropped gallstones, also known as spilled gallstones, dur-
ing cholecystectomy is an inevitable complication in patients
with calculous cholecystitis due to a brittle gallbladder. In ad-
dition, it is challenging to retrieve gallstones in the abdominal
cavity. Most cases with dropped gallstones are asymptomatic;
however, once abscesses or granulomas develop, patients suf-
fer from general fatigue, fever, pain, and weight loss. The imag-
ing findings may mimic other peritoneal lesions, such as tu-
berculosis, actinomycosis, peritoneal loose body, and primary
and secondary peritoneal tumor [3] . Therefore, the correct di-
agnosis is required for appropriate management. We report
4 cases of foreign-body granulomas and abscesses caused
by dropped gallstones, and demonstrate the various imaging
findings and clinical course. 
Case presentation 
Case 1 
A 67-year-old woman underwent laparoscopic cholecystec-
tomy because of biliary colic caused by gallstones ( Fig. 1 a).
Because of the patient’s perforated gallbladder, the gallstones
dropped into the peritoneal cavity during laparoscopic chole-cystectomy, and they were retrieved as much as possible.
She presented with persistent low-grade fever 8 months af-
ter laparoscopic cholecystectomy. Computed tomography (CT)
images revealed an irregular-shaped soft-tissue mass with
invasive growth into the liver parenchyma and abdominal
wall that contained punctate and nodular calcification in the
right Morrison’s pouch and right paracolic gutter, respectively
( Figs. 1 b and c). 18 F-Fluorodeoxyglucose positron emission to-
mography with CT (FDG-PET/CT) revealed high FDG uptake in
the soft-tissue masses ( Figs. 1 d and e). On CT, the appearance
of calcification in the soft-tissue mass in the right paracolic
gutter ( Fig. 1 c) was similar to that of the gallstones on a pre-
vious preoperative CT ( Fig. 1 a), which suggested foreign-body
granulomas caused by dropped gallstones during the previ-
ous laparoscopic cholecystectomy. Pathological specimen ex-
amination obtained by percutaneous biopsy confirmed the
foreign-body granuloma associated with fragments of pig-
ment gallstones and chronic suppurative inflammation. No
bacteria were detected by tissue culture. The patient under-
went antimicrobial treatment, and follow-up CT at 5 months
revealed a slight enlargement of the right Morrison’s pouch
lesion and a decrease in the size of the right paracolic gut-
ter lesion. Biochemical examination 3 years after surgery re-
vealed progression of the inflammatory condition, and percu-
taneous drainage was performed. Since then, the patient has
been asymptomatic. 
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Fig. 2 – A 60-year-old woman with dropped gallstones (case 
2).The calcified gallstone was seen in the inflamed 
gallbladder on noncontrast CT (a: arrow). The calcified 
stone was moved to the right subphrenic space on 
noncontrast CT 4 days after the surgery (b: arrow). Newly 
developed enhanced soft tissue around the calcified stone 
on contrast-enhanced CT at 3 months after the surgery 
(c: arrow). The lesion developed into an abscess on 













































































A 60-year-old woman presented with fever and right abdom-
inal pain and was diagnosed with necrotizing cholecystitis
based on CT findings ( Fig. 2 a). She underwent open chole-
cystectomy, after which perforated gallbladder and abscess
spread around the gallbladder were observed. Four days after
surgery, CT revealed a calcified stone in the right subphrenic
space, which was similar to the gallstone near the perforated
gallbladder ( Fig. 2 b). However, since discharge, the patient has
experienced no symptoms, and no abnormal findings have
been detected on blood tests. A follow-up CT 3 months after
surgery showed a newly developed enhancing soft-tissue le-
sion around the calcified stone that was invading the right
diaphragm and liver parenchyma ( Fig. 2 c). A diagnosis of
foreign-body granuloma caused by a dropped gallstone was
made based on the shape of the central calcified stone, which
resembled the gallstone observed on the preoperative CT
( Fig. 2 a). The patient was seen without any specific treatment;
however, right abdominal pain appeared seven months after
surgery. Although her symptoms improved using antibiotics,
they recurred after cessation of antibiotic treatment. One year
after surgery, an abscess in the right subphrenic space was
found on CT ( Fig. 2 d), and open surgical drainage was per-
formed. Bacteroides fragilis was detected in the drainage fluid
by a culture test. 
Case 3 
A 78-year-old man presented with appetite loss and right up-
per quadrant pain 5 months after laparoscopic cholecystec-
tomy for calculous cholecystitis. Contrast-enhanced CT re-vealed 2 irregular-shaped lesions with multilocular fluid col-
lection and thick septation in the right Morrison pouch and
gallbladder fossa invading the liver, abdominal wall, and colon
( Figs. 3 a and b). No calcification was detected inside the le-
sions on noncontrast CT. Ultrasound (US) examination re-
vealed a hyperechoic lesion, which suggested gallstones in
these lesions within the gallbladder fossa ( Figs. 3 c and d).
Colonoscopy demonstrated no tumor in the colon. An ab-
scess caused by the dropped gallstones was diagnosed clin-
ically based on CT and US findings. Percutaneous biopsy was
performed, and granuloma with abscess formation was iden-
tified on the histopathologic examination. The patient was
treated with antibiotics, and clinical symptoms and inflam-
matory findings improved. 
Case 4 
A 67-year-old woman underwent laparoscopic cholecystec-
tomy for calculous cholecystitis caused by gallstones ( Fig. 4 a).
During the surgery, gallstones dropped into the peritoneal cav-
ity as a result of gallbladder wall perforation. Because the pa-
tient had no symptoms or abnormal findings in a blood ex-
amination, she was observed without therapy. CT obtained 3
months after surgery demonstrated a soft-tissue lesion with
calcification adjacent to the right rectus abdominal muscle,
possibly in the port site of the laparoscopy ( Fig. 4 b). The calci-
fication within the lesion resembled gallstones presented on
the preoperative CT ( Fig. 4 a); therefore, a diagnosis of foreign-
body granuloma caused by dropped gallstones was made. CT
obtained 6 months after surgery revealed that one of the calci-
fied foci had disappeared, and the size of the surrounding soft
tissue had decreased ( Fig. 4 c). The patient currently presents
with no symptoms and is still under observation. 
Discussion 
Gallbladder perforation and dropped gallstones during chole-
cystectomy have been reported to occur in 6%-40% and in 1%-
20% of cases, respectively [4–8] . Dropped gallstones may cause
further complications, including granulomas and abscesses
in 20% of cases with dropped gallstones and in 0.08%-2.9%
of all laparoscopic cholecystectomy cases [ 5 ,6 ,8 ]. The retrieval
of dropped gallstones after gallbladder perforation is difficult,
particularly during laparoscopic surgery, because the opera-
tive field view is limited. Patients may develop various non-
specific symptoms, such as fever, pain, and weight loss, with
a duration of months or years after cholecystectomy, with one
case developing complications 10 years after surgery [9–11] . 
Granulomas and abscesses from dropped gallstones are
thought to develop as a result of mechanical pressure caused
by the stones, reaction to foreign bodies, stimulation of bile,
and infection of bacterial species present in the gallstone. The
type of gallstone can also influence development; in partic-
ular, pigment gallstones present a higher risk than choles-
terol stones because the former often contain bacterial micro-
colonies [12] . A larger size ( > 1.5 cm) and number ( > 15 stones)
of dropped gallstones and older patient age are also risk fac-
tors [ 4 ,8 ,13 ]. Antibiotic treatment and percutaneous drainage
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Fig. 3 – A 78-year-old man with dropped gallstones (case 3). Two irregular-shaped masses with multilocular fluid collection 
and thick septation that invaded the liver, abdominal wall, and colon were seen in the right Morrison’s pouch (a: arrow) and 
the gallbladder fossa on contrast-enhanced CT (b: arrows). The hypoechoic mass in the right Morrison’s pouch invaded both 
the liver parenchyma and abdominal wall on US (c: circle). The hypoechoic mass in the gallbladder fossa invaded the liver 
parenchyma and revealed a hyperechoic lesion on US (d: arrow). 
Fig. 4 – A 67-year-old woman with dropped gallstones (case 4). Several gallstones were seen in the distended gallbladder 
with a thickened wall on noncontrast CT (a: arrows). The mass containing 2 calcified foci, which invaded the surrounding 
soft tissue, was observed next to the right rectus abdominal muscle on noncontrast CT at three months after the surgery (b: 
arrow). The mass decreased in size, and one of the calcifications disappeared on noncontrast CT 6 months after the surgery 
(c: arrow). 

























































are often selected as the initial steps for management. In
cases with protracted inflammation associated with residual
stones, open surgery may be required to completely remove
the dropped gallstones and prevent recurrence. Fistula for-
mation is known to be an unusual complication of dropped
gallstones [3] . Gallstones may migrate through a fistula to the
extra-abdominal cavity, such as the gastrointestinal tract, di-
aphragm, and abdominal wall. The gallstone may be removed
naturally through a fistula (as in one of our current cases),
with the dropped gallstone found in the abdominal wall
(case 4). 
In imaging studies, granulomas and abscesses related to
dropped gallstones are typically seen as a soft-tissue mass and
fluid collection that sometimes infiltrate into the surrounding
structures. Differential diagnosis may include peritoneal loose
body, primary and secondary peritoneal neoplasms, malig-
nant lymphoma, and sarcoma for granuloma type and simple
abscess, actinomycosis, tuberculosis, and necrotizing tumors
for abscess type [3] . However, a history of cholecystectomy and
the identification of dropped gallstones within the granulo-
mas or abscesses on imaging are crucial for diagnosis the eti-
ology. In this case series, the use of CT enabled the clear visu-
alization of the granulomas or abscesses in all 4 cases, and cal-
cified foci corresponding to dropped gallstones were identified
as high-density structures in 3 of 4 cases. The reason for this is
that cholesterol gallstones or low-calcium gallstones are iso-
dense on CT [14] . However, US successfully revealed a gall-
stone in case 3. Thus, US examination is valuable for detecting
stones that fail to be identified on CT so essential for the diag-
nosis of dropped gallstones [15] . In the current case series, the
lesions were found in the right colic gutter (case 1), Morison’s
pouch (case 1 and 3), right subphrenic space (case 2), gallblad-
der fossa (case 3), and abdominal wall (case 4). According to a
previous report, gallstones often drop in the right subphrenic
space, Morison’s pouch, gallbladder fossa, and pelvic cavity.
However, unusual locations, such as the retroperitoneum, gas-
tric wall, right thorax, abdominal wall, and the incisional and
trocar sites, have been described [11,16] . Calcified foci in the
mass or fluid collection on CT and US is essential for diagnos-
ing this etiology, especially in an unusual site. 
18 F-FDG-PET/CT demonstrated high FDG uptake in the le-
sion in one case, presumably representing the presence of
high-grade active inflammation or malignant tumors (case 1).
18 F-FDG-PET also demonstrated a various degree of FDG up-
take in foreign-body granulomas caused by dropped gall-
stones [17] . Thus, 18 F-FDG-PET studies may have limited
value in differentiating granulomas and abscesses related to
dropped gallstones from other malignant tumors. 
Conclusion 
We have reported cases of foreign-body granulomas with and
without abscesses caused by dropped gallstones. Gallblad-
der perforation and dropped gallstones are possible compli-
cations of cholecystectomy. In patients who have undergone
cholecystectomy in whom an irregular soft-tissue mass or
fluid collection infiltrating the surrounding tissue is detected
on imaging, foreign-body granulomas or abscesses caused bydropped gallstones should be considered. The identification of
dropped gallstoneswithin the lesion is essential for differen-
tiating this condition from other mimicking diseases. 
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